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Key Contacts

Drug Prior Authorization

For all questions regarding drug prior authori-
zation:

(800) 395-7961

(406) 443-6002 (Helena)
8:00 a.m. - 5:00 p.m. Monday - Friday
(Mountain time)

Mail backup documentation to:
Mountain-Pacific Quality
Healthcare Foundation
3404 Cooney Drive
Helena, MT 59602

Fax backup documentation to:
(800) 294-1350
(406) 443-7014 (Helena)

Point of Sale (POS) Help Desk

For assistance with on-line POS claims
adjudication:

ACS, Atlanta

Technical POS Help Desk

(800) 365-4944
6:00 a.m - midnight, Monday - Saturday
10:00 a.m. - 9:00 p.m. Sunday
(Eastern time)

Program Policy

For program policy questions:

(406) 444-4540 (phone)

(406) 444-1861 (fax)
8:00 a.m. - 5:00 p.m. Monday - Friday
(Mountain time)

Send written inquiries to:
Medicaid Services Bureau
P.O. Box 202951
1400 Broadway
Helena, MT 59620

Key Contacts

Paper Claims

Send paper claims to:
ACS Claims Processing Unit
P. O. Box 8000
Helena, MT 59604

Provider Relations

For questions about eligibility, payments, deni-
als, general claims questions, or to request bill-
ing instructions:

(800) 624-3958  In state

(406) 442-1837 Out of state
8:00 a.m. - 5:00 p.m. Monday - Friday
(Mountain time)

Send written inquiries to:
ACS Provider Relations Unit
P.O. Box 4936
Helena, MT 59604

Third Party Liability

For questions about private insurance,

Medicare or other third-party liability:
(800) 624-3958 In state
(406) 442-1837 Out of state

8:00 a.m. - 5:00 p.m. Monday - Friday

Send written inquiries to:
ACS Third Party Liability Unit
P. O. Box 5838
Helena, MT 59604

Provider Enroliment

For enrollment changes or questions:
(800) 624-3958 In state
(406) 442-1837 Out of state

8:00 a.m. - 5:00 p.m. Monday - Friday

Send written inquiries to:
ACS Provider Enrollment Unit
P.O. Box 4936
Helena, MT 59604
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Technical Services Center

Providers who would like to receive theil
remittance advices electronically and elec
tronic funds transfer should call the numbel
below and ask for the Medicaid Direct Deposi
Manager.

(406) 444-9500

ii.2

Physician Related Services

ACS EDI Gateway

For questions regarding your electronic remit-
tance advice:

(800) 987-6719  Phone

(850) 385-1705 Fax

ACS EDI Gateway Services

2324 Killearn Center Blvd.
Tallahassee, FL. 32309

Key Contacts
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Key Web Sites

Web Address

Information Available

State of Montana DPHHS Website

www.dphhs.state.mt.us

* General information about DPHHS: Advisory councils, direc-
tor’s office, divisions and websites, goals and objectives, organiza-
tional charts, phone numbers, and policies and procedures

¢ Legal Information: ADA commendation notice, ARM, Emer-
gency notices, MAR, Other state and federal legal resources, pro-
posed manual changes, requests for bids or proposals, requests for
information

* News: Bulletins, events calendar consumer product safety com-
mission, meeting minutes, Montana Medicaid DUR board, press
releases

» Services: Applications and forms, guidelines, office locations,
plans, programs available, publications, related website, reports,
statistical information, virtual pavilion

Virtual Human Services Pavilion (VHSP)

vhsp.dphhs.state.mt.us

Select Human Services for the following information:

* Medicaid: Medicaid Eligibility & Payment System (MEPS). Eli-
gibility and claims history information.

* Senior and Long Term Care: Provider search, home/housing

options, healthy living, government programs, publications, protec-

tive/legal services, financial planning.

DPHHS: Latest news and events, Mental Health Services Plan

information, program information, office locations, divisions,

resources, legal information, and links to other state and federal

web sites.

Health Policy and Services Division: Children’s Health Insur-

ance Plan (CHIP), Medicaid provider information such as manuals,

newsletters, fee schedules, and enrollment information.

Provider Information web site
www.mtmedicaid.org

Medicaid: Medicaid provider information including provider

manuals, fee schedules, notices and replacement pages, forms and

frequently asked questions, newsletters, and key contacts.

CHIP: Information on the Children’s Health Insurance Plan

Public Health: Disease prevention (immunizations), health and

safety, health planning, and laboratory services

e Administration: HPSD budgets, staff and program names and
phone numbers, program statistics, and systems information.

* News: Recent developments

ACS EDI Gateway
www.acs-gcro.com/Medicaid Account/Montana/
montana.htm

ACS EDI Gateway is Montana’s HIPAA clearinghouse. Visit this
website for more information on:

e Provider Services

* EDI Support

e Enrollment

e Manuals

* Software

* Companion Guides

‘Washington Publishing Company
www.wpc-edi.com

» EDI implementation guides
» HIPAA implementation guides and other tools
» EDI education

Key Contacts
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Mental Health Services Plan Preferred Labelers
Alphabetical Listing

Manufacturer Name Labeler Manufacturer Name Labeler
Code Code
Abbott 00074 | [ Novartis 00083
Able Laboratories Inc. 53265 Par Pharm 49884
Barr Laboratories Inc. 00555 Pfizer 00009
Celltech Pharmaceuticals 53014 Pfizer 00025
Elan 59075 Pfizer 00049
Esi Lederle 59911 Pfizer 00069
EON labs 00185 Pfizer 00071
Geneva 00781 Purepac Pharm 00228
Gensia Sicor Pharmaceuticals Inc. | 00703 Qualitest Pharm 00603
GlaxoSmithKline 00007 Ranbaxy 63304
GlaxoSmithKline 00029 Roche 00004
Glaxo Smith Kline 00081 Roxane 00054
GlaxoSmithKline 00108 Solvay 00032
Glaxo Smith Kline 00173 Teva (Gate) 57844
Greenstone LTD - Pfizer Inc. 59762 Teva (Lemon) 00093
Ivax 00172 United Research Lab 00677
Ivax 00182 Upshire Smith 00832
Major Pharm 00904 Watson 00364
Mallinckrodt 00406 Watson 00591
MGP-Morton Grove Pharm 60432 Watson 52544
Mylan 00378 Wyeth Ayerst 00008
Novartis 00028 Wyeth Ayerst 00046
Novartis 00078
Mental Health Services Plan Covered Products 3.5
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Prescription Drug Program

Mental Health Services Plan Preferred Labelers

Numerical Listing

Labeler Manufacturer Name " |[ Labeler Manufacturer Name
Code Code

00004 Roche 00228 Purepac Pharm

00007 GlaxoSmithKline 00364 Watson

00008 Wyeth Ayerst 00378 Mylan

00009 Pfizer 00406 Mallinckrodt

00025 Pfizer 00555 Barr Laboratories Inc.

00028 Novartis 00591 Watson

00029 GlaxoSmithKline 00603 Qualitest Pharm

00032 Solvay 00677 United Research Lab

00046 Wyeth Ayerst 00703 Gensia Sicor Pharmaceuticals Inc.

00049 Pfizer 00781 Geneva

00054 Roxane 00832 Upshire Smith

00069 Pfizer 00904 Major Pharm

00071 Pfizer 49884 Par Pharm

00074 Abbott 52544 Watson

00078 Novartis 53014 Celltech Pharmaceuticals

00081 GlaxoSmithKline 53265 Able Laboratories Inc.

00083 Novartis 57844 Teva (Gate)

00093 Teva (Lemon) 59075 Elan

00108 GlaxoSmithKline 59762 Greenstone LTD - Pfizer Inc.

00172 Ivax 59911 Esi Lederle

00173 GlaxoSmithKline 60432 MGP-Morton Grove Pharm

00182 Ivax 63304 Ranbaxy

00185 EON Labs

3.6
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Prior Authorization

Many drug products require prior authorization (PA) before the pharmacist pro-
vides them to the client. Requests are reviewed for medical necessity.

To request prior authorization, providers must submit the information
requested on the Request for Drug Prior Authorization Form to the Drug
Prior Authorization Unit. This form is at the end of this document.

The prescriber (physician, etc.) or pharmacy may submit requests by mail,
telephone, or FAX to:

Drug Prior Authorization Unit

Mountain Pacific Quality Health Foundation
3404 Cooney Drive

Helena, MT 59602

(406) 443-6002 or (800) 395-7961 (Phone)
(406) 443-7014 or (800) 294-1350 (Fax)

Requests are reviewed and decisions made immediately in most cases.
Decisions on requests with special circumstances that require further peer
review are made within 24 hours. Requests received after the PA Unit’s
regular working hours of 8 a.m. to 5 p.m. Monday through Friday, or on
weekends or holidays are considered received at the start of the next work-
ing day.

An emergency 72-hour supply may be dispensed for emergency after-
hours/weekend/holiday requests. Payment will be authorized by using a
“3” in the days supply field and a Medical Certification code of “8” in the
PA/MC code field.

Prior Authorization for Retroactively Eligible Clients

When a client becomes retroactively eligible for Medicaid, he or she should
present the provider with an FA-455 (eligibility determination letter). Providers
may choose whether or not to accept retroactive eligibility (see the General Infor-
mation For Providers manual, Client Eligibility chapter). All prior authorization
requirements must be met to receive Medicaid payment. When requesting PA,
attach a copy of the FA-455 to the PA request. It is the client’s responsibility to
ensure his or her caseworker prepares an FA-455 for each provider who partici-
pates in the client’s health care during this retroactive period. See the Billing Pro-
cedures chapter in the manual for retroactive eligibility billing requirements.

Prior Authorization

All prior
authorization
requirements
must be met
for retroactively
eligible clients.

5.1
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Prescription Drug Program

Medicaid PA Criteria

Drug

Criteria

Actiq Lozenges (fentanyl)

* No history of MAOI use within the last 30 days

* Initial doses greater than 200mcg will not be approved. Initial
therapy will be defined as patients not having Actiq therapy in the
last 30 days

» Non-cancer diagnoses will not be approved

 Greater usage than 4 units of any strength per day

* Authorization for existing usage in pain of non-cancer origin will
be granted on an individual basis in consultation with the pre-
scriber to prevent withdrawal syndromes.

Aggrenox
(aspirin/dipyridamole)

For prevention of recurrent stroke in patients who have experienced a
transient ischemic attack or previous ischemic stroke and who have
had a recurrent stroke while on aspirin or have failed plavix and have a
contraindication to aspirin.

Antiemetics

Kiytril
Tablets and oral solution. PA

required for quantities greater

than 10 units in a 30-day
period.

Zofran
Tablets and oral solution. PA

required for quantities greater

than 15 units in a 30-day
period.

Anzemet Tablets

PA required for quantities
greater than 5 units in a 30-
day period.

* Requests exceeding these quantity limits will be considered on an
individual basis.

Antipsychotics

Zyprexa Zydis (olanzapine)
Risperdal M-tabs
(risperidone)

Patients who have special requirements for administration of atypical
antipsychotics may be granted prior authorization for these two formu-
lations of Zyprexa and Risperdal.

Risperdal Consta
(risperidone)

The patient must have tried and failed the oral Risperdal or have docu-
mented compliance issues.

Avinza

(Morphine sulfate extended-
release capsules)

PA required for quantities
greater than once daily.

Requests exceeding these quantity limits will be considered on an indi-
vidual basis.

5.2
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Medicaid PA Criteria (continued)

Drug

Criteria

COX-2 Inhibitors

Celebrex (celecoxib)
Vioxx (rofecoxib)
Bextra (valdecoxib)

No history of aspirin sensitivity or allergy to aspirin or other NSAID,
and/or aspirin triad, and at least one of the following:

* History of previous GI bleeding within the last 5 years

 Current or recurrent gastric ulceration

* History of NSAID-induced gastropathy

* Currently treated for GERD

* For clients 65 years of age

* Currently on anticoagulant therapy
Vioxx 50mg is not recommended for chronic use. Medicaid does not
cover Vioxx at this dose for extended periods.

Dipyridamole

As adjunct to warfarin anticoagulants in the prevention of postopera-
tive thromboembolic complications of cardiac valve replacement.

Disease-Modifying Anti-
Rheumatic Drugs (DMARD)

Arava (leflunomide)
Enbrel (etanercept)
Humira (adalimumab)
Kineret (anakinra)
Remicade (infliximab)

* Diagnosis of rheumatoid arthritis

* Rheumatology consult with date and copy of consult included

* Failure with or contraindication to methotrexate alone or in com-
bination with sulfasalazine, hydroxychloroquine or Arava, in
which case Enbrel, Remicade, or Kineret may be approved either
alone or in combination with Arava.

* Kineret may be used alone or in combination with DMARD’s
other than tumor necrosis factor (TNF) blocking agents (i.e.
Enbrel)

* Enbrel whether alone or in combination with methotrexate.

* Enbrel or Remicade may be approved with Arava on an indi-
vidual basis.

* Remicade when used in combination with methotrexate may
be approved for first-line treatment in patients with moder-
ately to severely active rheumatoid arthritis as evidenced by:
* > 10 swollen joints
* > 12 tender joints

* Elevated serum rheumatoid factor levels or erosions on base-
line x-rays

* Remicade therapy will only be approved following a negative
TB test

Remicade (infliximab)

Also covered for the following diagnoses:
* Moderately to severely active Crohn’s disease for patients with an
inadequate response to conventional therapy
* Fistulizing Crohn’s disease

Erectile Dysfunction

Viagra (sildenafil)

Cialis (tadalafil)

Levitra (vardenafil)
Quantity limited to one (1)
tablet per month

» Diagnosis of erectile dysfunction.
* Males only, 18 years of age or older.
* No concomitant organic nitrate therapy.

Prior Authorization

5.3
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Prescription Drug Program

Medicaid PA Criteria (continued)

Drug

Criteria

Gastro-intestinal drugs

Includes H-2 antagonists,
proton pump inhibitors,
Carafate and Cytotec

Prior authorization is required
only for concomitant usage of
an H2-antagonist, a proton
pump inhibitor, cytotec, or
carafate. This PA require-
ment is designed to avoid
therapeutic duplications.

Diagnosis of:

» Hypersecretory conditions (Zollinger-Ellison syndrome, systemic
mastocytosis, multiple endocrine adenomas)

* Symptomatic gastroesophageal reflux (not responding or failure
of maintenance therapy)

» Symptomatic relapses (duodenal or gastric ulcer) on maintenance
therapy

* Barretts esophagus

* GERD

Other conditions considered on an individual basis.

Growth hormones

Diagnosis of:
* Growth hormone deficiency in children and adults
* Growth retardation of chronic renal insufficiency
e Turner’s Syndrome
* AIDS-related wasting

Children and adolescents must meet the following criteria:

* Standard deviation of 2.0 or more below mean height for chrono-
logical age

* No expanding intracranial lesion or tumor diagnosed by MRI

» Growth rate below five centimeters per year

» Bone age 14-15 years or less in females and 15-16 years or less in
males

» Epiphyses open

Growth hormone deficiency in children: Failure of any two stimuli
tests to raise the serum growth hormone level above 10 nanograms/
milliliter.

Growth retardation of chronic renal insufficiency: Irreversible

renal insufficiency with a creatinine clearance <75 ml/min per 1.73m?
but pre-renal transplant.

Turner's Syndrome: Chromosomal abnormality showing Turner's
syndrome.

Growth hormone deficiency in adults:

* Adult Onset: Patients have somatotropin deficiency syndrome
(SDS) either alone or with multiple hormone deficiencies,
(hypopituitarism), as a result of pituitary disease, hypothalamic
disease, surgery, radiation therapy or trauma.

e Childhood Onset: Patients who had growth hormone deficient
during childhood and now have somatotropin deficiency syn-
drome (SDS).

5.4
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Medicaid PA Criteria (continued)

Drug Criteria
Hypnotic Drugs Trial and failure with at least two multi-source prescription sleep-
inducing drugs.
Ambien (zolpidem)

Sonata (zaleplon)
Quantity limited to 15 tablets
per month.

Migraine Headache Drugs
For monthly quantities
greater than 9 tablets:
Imitrex (sumatriptan): 4
injections (2 kits) or 6 units
of nasal spray

Maxalt (rizatriptan)

Zomig (zolmitriptan) and
Zomig ZMT (zolmitriptan)

Zomig nasal spray 6 units

Migranal
(dihydroergotamine): 4 units

Axert (almotriptan)
Frova (frovatriptan)
Relpax (electriptan)

Amerge (naratriptan HCI)

Indicated only for treatment of acute, migraine/cluster headache
attacks for patients who meet the following criteria:

* No history of, or signs or symptoms consistent with, ischemic
heart disease (angina pectoris, history of MI or documented silent
ischemia) or Prinzmetal’s angina

* No uncontrolled hypertension

* No complicated migraine including vertebrobasilar migraine

* Not pregnant

* No use of ergotamine-containing medication(s) within previous
24-hours

* No use of MAOI within previous 2-weeks

* Non-responsive to NSAIDS, acetaminophen, combination anal-
gesics (isometheptene, butalbital, +/- metoclopramide), or ergot
derivatives, or these medications are contraindicated

Usage of duplicating generic entities are not allowed, but authorization
may be approved on an individual basis for concomitant use of differ-

ing dosing formulations of the same drug.

Concurrent therapy with Stadol will not be covered.

Nonsedating antihistamine
products

* Prescribed OTC Loratadine products whose manufacturer has a
rebate agreement with the Centers for Medicare and Medicaid
Services (CMS) will be available to clients without prior authori-
zation (PA) restrictions.

* PA required for federal legend brand and generic non-sedating
antihistamines. PA may be authorized upon failure of a fourteen
day trial of OTC Loratadine products

Nonsteroidal Anti-Inflamma-
tory Drugs (NSAIDS)

PA required for all single-
source NSAIDS:

Ponstel

Mobic

Naprelan

Trial and failure with at least two multiple-source products must be
documented.

Oxycodone HCL Controlled-
Release (OxyContin)

Prior authorization is required for all dosing above twice a day and
above 320 mg per day.

Prior Authorization

5.5
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Prescription Drug Program

Medicaid PA Criteria (continued)

Drug

Criteria

Pletal (cilostazol)

For greater than 12-week sup-
ply within a 12-month period.

* Diagnosis of intermittent claudication as the result of chronic
occlusive arterial disease (COAD) of the lower limbs. Possible
causes of COAD include: arteriosclerosis obliterans, throm-
boangiitis obliterans (Buerger's disease), arteritis, trauma, con-
genital arterial narrowing, or other forms of peripheral vascular
disease resulting in chronic vascular occlusion in the legs; and

* The patient has shown clinical improvement in their COAD while
on pentoxifylline or cilostazol.

* Considered on an individual basis when pentoxifylline or cilosta-
zol is being used as part of a standardized treatment protocol, e.g.
bone marrow or oncology treatment protocols.

Proton Pump Inhibitors
(PPI’s)

Prevacid NapraPac

Federal legend, brand and generic Proton Pump Inhibitors (PPI’s) may
be authorized upon failure of Prilosec OTC 20mg at doses that exceed
40mg per day. Special consideration may be given on an individual
basis for patients requiring specific dosing regimens based on the vari-
ous PPI formulations.

Requires that the patient must have tried and failed concomitant use of
Prilosec OTC and Naproxen.

Smoking Cessation Drugs

Nicotine-replacement
products. Patches are the pre-
ferred course of therapy. The
gum, lozenge and inhaler
replacement therapies are
only authorized for patients
having allergies or intoler-
ance to the patch adhesive.
Zyban (buproprion)

Authorization given for 4-month course of therapy. Four trials of ther-
apy are allowed.

Stadol (butorphanol)

PA required for quantities
greater than 3 - 2.5 ml
metered dose spray pumps
within a one-month period

Indicated for management of pain including post-operative analgesia
or acute migraine headache pain for patients who meet the following
criteria:
* No history of hypersensitivity to butorphanol or any components
of the product
* No history of narcotic dependency or abuse
* Not pregnant
* No ulcerations of the nasal mucosa
* No history of psychological or neurological disorder
* No history of head trauma within the previous 7 days
* 18 years of age or older
* Non-responsive to NSAIDS, acetaminophen, combination anal-
gesics (isometheptene, butalbital, +/- metoclopramide), or ergot
derivatives, or these medications are contraindicated.

5.6
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Medicaid PA Criteria (continued)

Drug

Criteria

Thalomid (thalomide)

Treatment of the cutaneous manifestations of moderate-to-severe
erythema nodosum leprosum (ENL).
Considered for other diagnoses on individual basis.

Toradol (ketorolac)
For quantity greater than a 5-
day supply within a month

Indicated for the short-term treatment of acute pain. Authorization
considered on an individual basis.

Tretinoin
PA required for patients 26
years and older.

Diagnose of:

Skin cancer

Lamellar ichthyosis

Darier-White disease

Psoriasis

Severe recalcitrant (nodulocystic) acne

Xanax XR (alprazolam
extended-release tables)

Xanax XR tables may be covered for patients who have not
responded to adequate trials of at least two generic long-acting
benzodiazepines, one of which is generic alprazolam.
Coverage of Xanax XR will be allowed for once daily dosing
only.

Zoloft 25 mg & 50 mg Authorized for patients requiring dosages where tab splitting would be
(sertraline) inappropriate (i.e., 75 mg, 125 mg).
Zyvox (linezolid) Adult patients with vancomycin-resistant enterococcus.

Prior Authorization

5.7
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Prescription Drug Program

MHSP Prior Authorization Criteria

Drug

Criteria

buspirone (Buspar)

* Augumentation of depression and/or obsessive compulsive disor-
der (OCD).
* Generalized anxiety disorder.

zaleplon (Sonata)
zolpidem (Ambien)

Trial and failure with at least two multi-source prescription sleep-
inducing drugs.

amotrigine (Lamictal)

* Diagnosis of bi-polar disorder.
* Intolerance, contraindication, or partial response to Lithium,
Tegretol, or Depakote.

guanfacine (Tenex)
isradipine (DynaCirc)
levothyroxine sodium
(Synthroid)

liothyronine sodium
(Cytomel)

pindolol (Visken)
propranolol HCI (Inderal)
verapamil,

verapamil HCI (Calan)

Use as augmentation strategy specifically related to mental health
treatment.

maprotiline HCI (Ludiomil)

Considered on an individual basis.

sertraline (Zoloft 25 mg & 50
mg )

Authorized for patients requiring dosages where tablet splitting would
be inappropriate (i.e., 75 mg, 125 mg).

gabapentin (Neurontin)

Must specify if anxiety (generalized anxiety, panic disorder, post trau-
matic stress disorder) and/or compelling reason with bipolar disorder.

topiramate (Topamax)

Diagnosis of bipolar disorder, obesity, intolerance, time effective of
Lithium, Depakote, Trileptal/Tegretol.

5.8
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MOUNTAIN-PACIFIC QUALITY HEALTH FOUNDATION

Request for Drug Prior Authorization

Submitter: l:l Physician l:l Pharmacy Please Type or Print

PATIENT NAME (Last) (First) (Tnitial) PATIENT MEDICAID L.D. DATE OF BIRTH

NUMBER

MONTH DAY YEAR
PHYSICIAN PROVIDER # PHYSICIAN PHONE # DATES COVERED BY THIS REQUEST
FROM TO

PHYSICIAN NAME MONTH DAY YEAR MONTH DAY YEAR
PHYSICIAN STREET ADDRESS MAIL, FAX OR PHONE COMPLETED FORM TO:
PHYSICIAN CITY STATE ZIP

DRUG PRIOR AUTHORIZATION UNIT
PHARMACY PROVIDER NO. PHARMACY PHONE # MOUNTAIN-PACIFIC QUALITY HEALTH

3404 COONEY DRIVE

HELENA, MT 59602
PHARMACY NAME

(406) 443-6002 or 1-800-395-7961 (PHONE)
PHARMACY STREET ADDRESS (406) 443-7014 or 1-800-294-1350 (FAX)
PHARMACY CITY STATE ZIP
DRUG TO BE AUTHORIZED
DRUG NAME STRENGTH DIRECTIONS
DIAGNOSIS OR CONDITION TREATED BY THIS DRUG

LEAVE BLANK - PA UNIT USE ONLY

REASON FOR DENIAL OF DRUG PRIOR AUTHORIZATION

IMPORTANT NOTE: In evaluating requests for prior authorization, the consultant will consider the drug from the standpoint of published criteria only. If the approval of
the request is granted, this does not indicate that the recipient continues to be eligible for Medicaid. It is the responsibility of the provider of service to establish by inspection
of the recipient's Medicaid eligibility card and if necessary, by contact with Consultec to determine if the recipient continues to be eligible for Medicaid.

CURRENT RECIPIENT ELIGIBILITY MAY BE VERIFIED BY CALLING CONSULTEC AT 1-800-624-3958 or 406-442-1837.

APPROVAL OR
DENIAL STATUS

DENIAL
CODE

AUTH

THERAPEUTIC CLASS D

DATE OF REQUEST PRIOR AUTHORIZATION NUMBER

Prior Authorization

5.9
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Department of Public Health & Human Services

Reimbursement

Reimbursement for covered drugs

Reimbursement for covered drugs is the lessor of:
» The provider’s usual and customary charge
* The estimated acquisition cost (EAC) plus a dispensing fee

* The maximum allowable cost (MAC) plus a dispensing fee

Usual and customary

The usual and customary charge is the price the provider most frequently charges
the general public for the same drug. In determining “usual and customary” prices,
the Department:

* Does not include prescriptions paid by third party payers, including health
insurers, governmental entities, and Montana Medicaid, in the “general
public”.

* Includes discounts advertised or given (including but not limited to cash
rebate, monetary price discount, coupon of value) to any segment of the
general public.

» Uses the lower of the two pricing policies if a provider uses different pric-
ing for “cash” and “charge” clients.

*  Will use the median price if during an audit, the most frequent price cannot
be determined from pharmacy records.

Estimated acquisition cost (EAC)

* The EAC is the Department’s best estimate of providers’ cost for a drug in
the package size most frequently purchased.

» The Department uses the average wholesale price (AWP) less 15 percent as
their EAC; or

* The Department may set an allowable acquisition cost when the depart-
ment determines that acquisition cost is lower than AWP less 15 percent.

Maximum allowable cost (MAC)

« The MAC reimbursement applies to a listing of specific, therapeutically
equivalent multiple-source drugs with ample availability.

Reimbursement 6.1
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6.2

* The MAC is based on the Federal Upper Limit pricing set by U.S. Depart-
ment of Health and Human Services Centers for Medicare and Medicaid
(CMS).

* Brand name and generic drugs with a MAC established price are reim-
bursed at the MAC price unless the physician or other licensed practitioner
certifies in their own handwriting that in their medical judgement a specific
brand name drug is medically necessary for a particular patient.

* Prior authorization for a brand name drug when a generic drug is available
must be obtained from the Drug Prior Authorization Unit except for the
drugs listed in the Billing Procedures chapter, Dispense As Written (DAW).

Dispensing fee

* The maximum dispensing fee is $4.70 for in-state pharmacies and $3.50
for out-of-state pharmacies.

* New pharmacy providers are assigned an interim dispensing fee of $3.50
until a dispensing fee survey can be completed for a six-month period of
operation.

* Pharmacies may receive an additional $0.75 for dispensing pharmacy-
packaged unit dose prescriptions.

» Dispensing fee surveys are available from the Department of Public Health
and Human Services Prescription Drug Program (see Key Contacts).

The Remittance Advice

The Remittance Advice (RA) is the best tool providers have to determine the status
of a claim. RAs accompany payment for services rendered. The RA provides
details of all transactions that have occurred during the previous RA cycle. Pro-
viders may select a one or two week payment cycle (see Payment and the RA in
this chapter). Each line of the RA represents all or part of a claim, and explains
whether the claim or service has been paid, denied, or suspended (also referred to
as pending). If the claim was suspended or denied, the RA also shows the reason.

Electronic RA

Providers may receive the RA electronically as an ANSI ASC X 12N 835 trans-
action, or through the Internet on the Montana Eligibility and Payment System
(MEPS). For more information on X12N 835 transactions, see the Companion
Guides available on the ACS EDI Gateway website and the Implementation
Guides on the Washington Publishing Company website (see Key Contacts).

MEPS is available through the Virtual Human Services Pavilion (see Key Con-
tacts). In order to access MEPS, you must complete an Access Request Form;
see Payment and the RA within this chapter). After this form has been pro-
cessed, you will receive a password. Entry into the system requires a valid

Reimbursement
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provider or group number and password. Each provider or group number
requires a unique password, so providers must complete a separate request
form for each provider or group.

RAs are available from MEPS in PDF and a flat file format. You can read,
print, or download PDF files using Adobe Acrobat Reader, which is available
on the “SOR Download” page. The file layout for flat files is also available on
the SOR download page. Due to space limitations, each RA is only available
for six weeks. For more information on MEPS, see Payment and the RA later
in this chapter.

Paper RA

The paper RA is divided into the following sections: RA notice, paid claims,
denied claims, pending claims, credit balance claims, gross adjustments, and
reason and remark codes and descriptions. See the following sample paper RA
and the Keys to the Paper RA table.

Reimbursement 6.3
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Sections of the Paper RA

Section Description
The RA Notice is on the first page of the remittance advice. This section contains
RA notice important messages about rate changes, revised billing procedures, and many other

items that may affect providers and claims.

Paid claims

This section shows claims paid during the previous cycle. It is the provider’s responsi-
bility to verify that claims were paid correctly. If Medicaid overpays a claim and the
problem is not corrected, it may result in an audit requiring the provider to return the
overpayment plus interest. If a claim was paid at the wrong amount or with incorrect
information, the claim must be adjusted (see Adjustments later in this chapter).

Denied claims

This section shows claims denied during the previous cycle. If a claim has been
denied, refer to the Reason/Remark column (Field 16). The reason and remark code
description explains why the claim was denied and is located at the end of the RA. See
The Most Common Billing Errors and How to Avoid Them in the Billing Procedures
chapter.

Pending claims

All claims that have not reached final disposition will appear in this area of the paper
RA (pended claims are not available on X12N 835 transactions). The RA uses “sus-
pended” and “pending” interchangeably. They both mean that the claim has not
reached final disposition. If a claim is pending, refer to the Reason/Remark Code col-
umn (Field 16). The reason and remark code description located at the end of the RA
will explain why the claim is suspended. This section is informational only. Please do
not take any action on claims displayed here. Processing will continue until each claim
is paid or denied.

Claims shown as pending with reason code 133 require additional review before a deci-
sion to pay or deny is made. If a claim is being held while waiting for client eligibility
information, it may be suspended for a maximum of 30 days. If Medicaid receives eli-
gibility information within the 30-day period, the claim will continue processing. If no
eligibility information is received within 30 days, the claim will be denied. When a
claim is denied for lack of eligibility, the provider should verify that the correct Medic-
aid ID number was billed. If the ID number was incorrect, resubmit the claim with the
correct ID number.

Credit balance

Credit balance claims are shown here until the credit has been satisfied.

claims

Gross Any gross adjustments performed during the previous cycle are shown here.
adjustments

Reason and This section lists the reason and remark codes that appear throughout the RA with a
remark code brief description of each.

description

6.4
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Sample Remittance Advice

DEPARTMENT OF PUBLIC HEALTH & HUMAN SERVICES
HELENA, MT 59604

MEDICAID REMITTANCE ADVICE @

LOCAL PHARMACY
2100 NORTH MAIN STREET

@ @ @ @ WESTERN CITY MT 59988

PROVIDER# 0001234567 REMIT ADVICE #123456 WARRANT # 654321 DATE:02/15/03 PAGE 2 @
UNIT PROCEDURE
RECIP ID NAME SERVICE DATES o REVENUE TOTAL co-  EOB

ALLOWED
FROM TO svC NDC CHARGES PAY CODES

@ W o @ B ©» GO

PAID CLAIMS - MISCELLANEOUS CLAIMS

123456789 DOE, JOHN EDWARD 013103 013103 28 63653117101 106.53 90.02 Y
@ ICN 40204011250000700 PRESCRIPTION # 0012345
2.00

**LESS COPAY DEDUCTION**

i GLAIM TOTAL**#**tkrntiknsinnss 106.53 88.02
DENIED CLAIMS - MISCELLANEOUS CLAIMS
123456789 DOE, JOHN EDWARD 020303 020303 56 00597005801 110.74 0.00 N 31MAB1

ICN 40204011250000800 PRESCRIPTION # 0012345 @
110.74

ok GLAIM TOTAL s sirsrsintensson

THE FOLLOWING IS A DESCRIPTION OF THE REASON/REMARK CODES THAT APPEAR ABOVE

31 CLAIM DENIED AS PATIENT CANNOT BE IDENTIFIED AS OUR INSURED.

MA61  DID NOT COMPLETE OR ENTER CORRECTLY THE PATIENT'S SOCIAL SECURITY NUMBER OR HEALTH INSURANCE CLAIM NUMBER.

Reimbursement 6.5
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Key Fields on the Remittance Advice

Field Description

1. Provider name and address Provider’s business name and address as recorded with the Department

2. Provider number The 7-digit number assigned to the provider by Medicaid

3. Remittance advice number The remittance advice number

4. Warrant number Not used

5. Date The date the RA was issued

6. Page Number The page number of the RA

7. Recipient ID The client’s Medicaid ID number

8. Name The client’s name

9. Internal control number (ICN) Each claim is assigned a unique 17-digit number (ICN). The MMIS converts the
14-digit TCN to an ICN. Use this number when you have any questions concern-
ing your claim. The claim number represents the following information:

0 00111 00 123 000123
A B C D E
A = Claim medium
0 = Paper claim
4 = Electronic claim
B = Julian date (e.g. April 20, 2000 was the 111th day of 2000)
C = Microfilm number
00 = Electronic claim
11 = Paper claim
D = Batch number
E = Claim number

10. Service dates Date(s) services were provided. If service(s) were performed in a single day, the
same date will appear in both columns

11. Unit of service The units of service rendered under this procedure or NDC code.

12. Procedure/revenue/NDC The procedure code (CPT, HCPCS, or local), National Drug Code (NDC), or rev-
enue code will appear in this column. If a modifier was used, it will also appear in
this column.

13. Total charges The amount a provider billed for this service.

14. Allowed The Medicaid allowed amount.

15. Copay A “Y” indicates cost sharing was deducted from the allowed amount, and an “N”
indicates cost sharing was not deducted.

16. Reason/Remark Codes A code which explains why the specific service was denied or pended. Descrip-
tions of these codes are listed at the end of the RA.

17. Deductions, billed amount, and paid | Any deductions, such as cost sharing or third party liability are listed first. The

amount amount the provider billed is next, followed by the amount of Medicaid reimburse-
ment.
6.6 Reimbursement
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Credit balances

Credit balances occur when claim adjustments reduce original payments caus-
ing the provider to owe money to the Department. These claims are considered
in process and continue to appear on the RA until the credit has been satisfied.

Credit balances can be resolved in two ways:

1. By “working off” the credit balance. Remaining credit balances can be
deducted from future claims. These claims will continue to appear on con-
secutive RAs until the credit has been paid.

2. By sending a check payable to DPHHS for the amount owed. This method
is required for providers who no longer submit claims to Montana Medic-
aid. Please attach a note stating that the check is to pay off a credit balance
and include your provider number. Send the check to the attention of the
Provider Relations Field Representative at the Provider Relations address
in Key Contacts.

Rebilling and Adjustments

Rebillings and adjustments are important steps in correcting any billing problems
you may experience. Knowing when to use the rebilling process versus the adjust-
ment process is important.

How long do I have to rebill or adjust a claim?

* Providers may resubmit or adjust any initial claim within the timely filing
limits described in the Billing Procedures chapter of this manual. Depend-
ing on switch-vendor requirements, some point-of-sale adjustments must
be completed within three months. In this case, adjustments may be sub-
mitted on paper within the timely filing limits.

* These time periods do not apply to overpayments that the provider must
refund to the Department. After the 12 month time period, a provider may
not refund overpayments to the Department by completing a claim adjust-
ment. The provider may refund overpayments by issuing a check or
requesting Provider Relations to complete a gross adjustment.

Rebilling Medicaid

Rebilling is when a provider submits a claim (or claim line) to Medicaid that
was previously submitted for payment but was either returned or denied. Phar-
macy providers can rebill Medicaid via point-of-sale or on paper. Paper claims
are often returned to the provider before processing because key information
such as NABP number or authorized signature and date are missing or unread-
able. For tips on preventing returned or denied claims, see the Billing Proce-
dures and Completing a Claim chapters.

Reimbursement 6.7
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6.8

When to rebill Medicaid

* Claim Denied. Providers can rebill Medicaid when a claim is denied in
full, as long as the claim was denied for reasons that can be corrected.
When the entire claim is denied, check the Explanation of Benefits
(EOB) code, make the appropriate corrections, and resubmit the claim
(not an adjustment).

* Line Denied. When an individual line is denied on a multiple-line
claim, correct any errors and rebill Medicaid. Either submit the denied
service on a new MA-5 form, or cross out paid lines and resubmit the
form, or submit via point-of-sale. Do not use an adjustment form.

* Claim Returned. Rebill Medicaid when the claim is returned under
separate cover. Occasionally, Medicaid is unable to process the claim
and will return it to the provider with a letter stating that additional
information is needed to process the claim. Correct the information as
directed and resubmit your claim.

How to rebill

* Check any EOB code listed and make your corrections on a copy of the
claim, or produce a new claim with the correct information, or rebill
using point-of-sale.

*  When making corrections on a copy of the claim, remember to cross
out or omit all lines that have already been paid. The claim must be
neat and legible for processing.

* Enter any insurance (TPL) information on the corrected claim, or attach
insurance denial information to the corrected claim, and send it to
Claims Processing (see Key Contacts).

Adjustments

If a provider believes that a claim has been paid incorrectly, the provider may
call Provider Relations (see Key Contacts) or submit a claim inquiry for review
(see Billing Procedures, Claim Inquiry). Once an incorrect payment has been
verified, the provider may submit an Individual Adjustment Request form (in
Appendix A) to Provider Relations or submit an adjustment through point-of-
sale. If incorrect payment was the result of an ACS keying error, ¢ 1tact Pro-
vider Relations.

When adjustments are made to previously paid claims, the Department recov-
ers the original payment and issues appropriate repayment. The result of the
adjustment appears on the provider’s RA as two transactions. The original
payment will appear as a credit transaction. The replacement claim reflecting
the corrections will be listed as a separate transaction and may or may not
appear on the same RA as the credit transaction. The replacement transaction

will have nearly the same ICN number as the credit transaction, except the 12

Reimbursement
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digit will be a 2, indicating an adjustment. See Key MONTANA MEDICAID/MHSP/CHIP
. . N . . N INDIVIDUAL ADJUSTMENT REQUEST

Fields on the Remittance Advice earlier in this

chapter. Adjustments are processed in the same

INSTRUCTIONS:
s form i

time frame aS Claims . A. COMPLETE ALL FIELDS USING THE PAYMENT STATF/MF:NT (R.A.) FOR INFORMATION
1. PROVIDER NAME & ADDRESS 3. INTERNAL CONTROL NUMBER (ICN)
Local Pharmacy 00204011250000600
When to request an adjustment 123 Medical Drive 1234567
. . “Anytown, MT 59999 s cue
* Request an adjustment when a claim was 123456789
OVerpald OI‘ underpald 2. CLIENT NAME 6. DATE OF }’A\'MENTM
Jane Doe 11.49

7. AMOUNT OF PAYMENT §

* Request an adjustment when a claim was
paid but the information on the claim was

B. COMPLETE ONLY THE ITEM(S) WHICH NEED TO BE CORRECTED

incorrect (such as client ID, NABP number, ™ | " [ romre]
date of service, NDC, prescribing provider, i —L Y 2 28
units, etc.). 3 Dt o Senee 03) | Line3 | 02/01/03| 01/23/03

4. Billed Amous

5. Per

How to request an adjustment o

7. Net (Billed - TPL or Medicare Paid)
TO request an adJuStment, use the Mon[a}’la 3. Other/REMARKS (BE SPECIFIC)
Medicaid Individual Adjustment Request form

1 ; : SIGNATURE: yoj]/n/ @ )&m,d% DATE:M
ln Appendl‘x A' AdJuStmentS may also be made When the form is complete, attach a copy of the payment statement (RA) and a copy of the corrected claim (unless you bill EMC).
using point-of-sale.  The requirements for AL TO:Provider Rl

P.0. Box 8000

adjusting a claim are as follows:

+ Claims Processing must receive individual Sample Adjustment Request
claim adjustment requests within 12 months from the date of service
(see Timely Filing Limits in the Billing Procedures chapter). After this
time, gross adjustments are required (see Definitions).

» Use a separate adjustment request form for each TCN.

» Ifyou are correcting more than one error per TCN, use only one adjust-
ment request form, and include each error on the form.

* If more than one line of the claim needs to be adjusted, indicate which
lines and items need to be adjusted in the Remarks section of the adjust-
ment form.

Completing an Adjustment Request Form

1. Copy the Montana Medicaid Individual Adjustment Request form from
Appendix A. You may also order forms from Provider Relations or
download them from the Provider Information web site (see Key Con-
tacts). Complete Section A first with provider and client information
and the claim’s TCN number (see following table and sample RA).

2. Complete Section B with information about the claim. Remember to
fill in only the items that need to be corrected (see following table):

 Enter the date of service or the line number in the Date of Service or
Line Number column.

* Enter the information from the claim that was incorrect in the Infor-
mation on Statement column.

* Enter the correct information in the column labeled Corrected Infor-
mation.
Reimbursement 6.9
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Completing an Individual Adjustment Request Form

Field

Description

Section A

1. Provider name and
address

Provider’s name and address (and mailing address if different).

2. Recipient name

The client’s name is here.

3.* Internal control number
(ICN)

Enter the TCN number. There can be only one TCN per adjustment request
form. When adjusting a claim that has been previously adjusted, use the TCN
of the most recent claim.

4.* Provider number

The provider’s NABP number.

5.*% Recipient Medicaid
number

Client’s Medicaid ID number.

6. Date of payment

Date claim was paid is found on remittance advice field #5 (see the sample
RA earlier in this chapter).

7. Amount of payment

The amount of payment from the remittance advice field #17 (see the sample
RA earlier in this chapter.).

Section B

1. Units of service

If a payment error was caused by an incorrect number of units, complete this
line.

2. Procedure code/
NDC/
Revenue code

If the procedure code, NDC, or revenue code is incorrect, complete this line.

3. Dates of service (D.O.S)

If the date(s) of service is incorrect, complete this line.

4. Billed amount

If the billed amount is incorrect, complete this line.

5. Personal resource
(Nursing facility)

If the client’s personal resource amount is incorrect, complete this line.

6. Insurance credit amount

If the client’s insurance credit amount is incorrect, complete this line.

7. Net (Billed — TPL or
Medicare paid)

If the payment error was caused by a missing or incorrect insurance credit,
complete this line. Net is billed amount minus the amount third party liability
or Medicare paid.

8. Other/Remarks

If none of the above items apply, or if you are unsure what caused the payment
error, complete this line.

* Indicates a required field

3. Attach copies of the RA and a corrected claim if necessary.

* If the original claim was billed electronically, a copy of the RA will

suffice.

« Ifthe RA is electronic, attach a screen print of the RA.

4. Verify the adjustment request has been signed and dated.
5. Send the adjustment request to Claims Processing (see Key Contacts).

6.10
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« If an original payment was an underpayment by Medicaid, the adjust-
ment will result in the provider receiving the additional payment
amount allowed.

» If an original payment was an overpayment by Medicaid, the adjust-
ment will result in recovery of the overpaid amount through a credit
balance or a check from the provider (see Credit balances earlier in this
chapter).

* Any questions regarding claims or adjustments must be directed to Pro-
vider Relations (see Key Contacts).

Mass adjustments
Mass adjustments are done when it is necessary to reprocess multiple claims.
They generally occur when:

* Medicaid has a change of policy or fees that is retroactive. In this case fed-
eral laws require claims affected by the changes to be mass adjusted.

* A system error that affected claims processing is identified.

Providers are informed of mass adjustments by a Provider Notice or on the first
page of the remittance advice (RA Notice section). Mass adjustment claims
shown on the RA have an ICN that begins with a “4” (see Key Fields on the
Remittance Advice earlier in this chapter).

Payment and The RA

Providers may receive their Medicaid payment and remittance advice either
weekly or biweekly. Payment can be via check or electronic funds transfer (EFT).
Direct deposit is another name for EFT. Providers who wish to receive weekly
payment must request both EFT and electronic RAs and specifically request
weekly payment. For biweekly payment, providers can choose any combination
of paper/electronic payment method and RA.

Electronic Funds Transfer

With EFT, the Department deposits the funds directly in the provider’s bank
account. If the scheduled deposit day is a holiday, funds will be available on
the next business day. This process does not affect the delivery of the remit-
tance advice that providers currently receive with payments. RAs will con-
tinue to be mailed to providers unless they specifically request an electronic
RA.

To participate in EFT, providers must complete a Direct Deposit Sign-Up Form

(Standard Form 1199A) (see the following table). One form must be com-
pleted for each provider number.

Reimbursement
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Once electronic transfer testing shows payment to the provider’s account, all
Medicaid payments will be made through EFT. For questions or changes
regarding EFT, contact the Technical Services Center and ask for the Medicaid
Direct Deposit Manager (see Key Contacts).

Electronic Remittance Advice

To receive an electronic RA, the provider must be enrolled in electronic funds
transfer and have Internet access. You can access your electronic RA through
the Montana Eligibility and Payment System (MEPS) on the Internet through
the Virtual Human Services Pavilion (see Key Contacts). In order to access
MEPS, you must complete an Access Request Form (see the following table).

After this form has been processed, you will receive a password. Entry into the
system requires a valid provider or group number and password. Each pro-
vider or group number requires a unique password, so providers must complete
a separate request form for each provider or group.

RAs are available from MEPS in PDF and a flat file format. You can read,
print, or download PDF files using Adobe Acrobat Reader, which is available
on the “SOR Download” page. The file layout for flat files is also available on
the SOR download page. Due to space limitations, each RA is only available
for six weeks.

Required Forms For EFT and/or Electronic RA
All three forms are required for a provider to receive weekly payment

Where to
Form Purpose Where to Get
P Send
Electronic Remittance Allows provider to receive electronic * Provider Information | Provider

Advice and Payment
Cycle Enrollment Fo

website
(see Key Contacts)
« Provider Relations

Relations (see
Key Contacts)

remittance advices on MEPS (must also

rm | include MEPS Access Request form)

Direct Deposit Sign-up

Form Standard Form
1199A

Provider
Relations (see
Key Contacts)

e Provider Information
website

(see Key Contacts)

e Provider’s bank

Allows the Department to automatically
deposit Medicaid payment into provider’s
bank account

MEPS Access Request

Form

Allows provider to receive a password to | * Provider Information | DPHHS
access their RA on MEPS website address on the
(see Key Contacts) form

* Virtual Human Ser-
vices Pavilion

* Direct Deposit Man-
ager of the DPHHS
Technical Services
Center

6.12
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Other Programs

The information in this chapter also applies to the Mental Health Services Plan
(MHSP) and the Children’s Health Insurance Plan (CHIP) vision and dental ser-
vices only.
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NCPDP DUR Codes

Original Page, July 2001

PR Prior Adverse Reaction
SE Side Effect Alert
SX Drug Gender Alert
TD Therapeutic
Duplicaiton
DUR Description
Interven-
tion
Code
MO (M,Zero) | MD Interface
PO (P,Zero) | Patient Interaction
RO (R,Zero) | Pharmacist Reviewed
DUR Description
Outcome
Code
1A Filled, False Positive
1B Filled as is
1C Filled with Different
Dose
1D Filled with Different
Directions
1E Filled with Different
Drug
1F Filled with Different
Quantity
1G Filled after Prescriber
Approval Obtained
2A Not Filled
2B Not Filled, Directions

Clarified

DUR Description
Conflict
Code
AT Additive Toxicity
CH Call POS Help Desk
DA Drug Allergy Alert
DC Inferred Drug Disease
Precaution
DD Drug-Drug Interaction
DI Drug Incompatibility
DL Drug Lab Conflict
DP Drug Food Conflict
DS Tobacco Use
Precaution
ER Overuse Precaution
HD High Dose Alert
IC latrogenic Condition
Alert
ID Ingredient Duplication
LD Low Dose Alert
LR Under Use Alert
MC Drug Disease
Precaution
MN Insufficient Duration
Alert
MX Excessive Duration
Alert
OH Alcohol Precaution
PA Drug Age Precaution
PG Drug Pregnancy
Precaution

Point-of-Sale
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MONTANA MEDICAID PAYER SHEET

Effective January 12, 2004

Montana Medicaid

BIN # : | 610084
DESTINATION: | ACS, Inc./CONSULTEC
ACCEPTING: | CLAIM ADJUDICATION AND CLAIM REVERSALS
FORMAT: | NCPDP 3C

1. Data Elements NCPDP 3C

FIELD NAME OF FIELD FORMAT FIELD START VALID VALUE / FORMAT REQUIRED
NUMBER LENGTH | POSITION STATUS
101 Bin Number N 6 1 610084 Required
102 Version/Release A/N 2 7 3C Required
Number
103 Transaction Code N 2 9 @J1-34 Rx Billing Required
11 Rx Reversal
24 Rx Downtime Billing
31-34  Rx Re-Billing
104 Processor Control A/N 8 11 DRRXPRODMT - For Production claims Required
Number DRRXACCPMT - For test claims

(IF USING WEBMD/ENVOY SWITCH
REFER TO WEBMD/ENVOY FOR PCN)

201 Pharmacy Number A/N 12 21 7 digit NCPDP/NABP number Required
301 Group Number A/N 15 33 1509040 Required
302 Cardholder ID A/N 18 48 Medicaid ID Number as found on the Medicaid ID Required
Number card
303 Person Code A/N 3 66 Optional
304 Date of Birth N 8 69 CCYYMMDD Optional
305 Sex Code N 1 77 1= Male Optional
2 = Female
3 = Unspecified
306 Relationship Code N 1 78 Optional
308 Other Coverage Code N 1 79 0 = Not specified Required

1 = No other coverage exists
2 = Other coverage exists — payment collected
3 = Other coverage exists — this claim not covered

4 = Other coverage exists — Payment not collected

401 Date Filled N 8 80 CCYYMMDD Required
310 Patient First Name A/N 12 100 Optional
311 Patient Last Name A/N 15 115 Optional
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CLAIM INFORMATION
FIELD NAME OF FIELD FORMAT FIELD START VALID VALUE / FORMAT REQUIRED
NUMBER LENGTH | POSITION STATUS
402 Prescription Number 7 131 Required
403 New/Refill Code 2 138 @D = New Prescription Required
@1 to 99 = Number of Refill
404 Metric Quantity 5 140 Not used
405 Days Supply 3 145 Estimated number of days the prescription will last. Required
406 Compound Code 1 148 Compound medications may be billed using dummy Optional
NDCs in the range 00888-0330-00 through 0888-
0330-99.
407 NDC Number N 11 149 Required
408 Dispense as Written A/N 1 160 Only code ‘1’ is accepted. Required
(DAW) This field is only required when billing for a brand
name drug that has a generic equivalent
409 Ingredient Cost D 6 161 s$$$$cc Required
411 Prescriber ID A/N 10 167 DEA #, if the DEA # is unknown — use the first 9 Required
characters of the prescriber’s last name
414 Date Prescription N 8 177 CCYYMMDD Required
Written
426 Usual & Customary D 6 185 s$$$$cc Required
Ch
arge Should include the pharmacy professional fee, if
applicable.
416 Prior Authorization / N 12 194 VNNNNNNNNNNN Optional
Medical Certification V = Medical Certification Code (Must be left justified in the full field
Code and Number N= PA number.
A ‘4’ is required if the patient is exempt from copayment,
pregnancies, family planning prescriptions and emergencies. All
under age 21 recipients and Nursing Home recipient exemptions
are automatically set by the system.
429 Unit Dose Indicator 1 223 ‘3’ = in —house unit dosed prescribed Optional
431 Other Payor Amount 6 224 S$$$cc — used for TPL Conditional
439 DUR Conflict Code A/N 2 263 Optional
440 DUR Intervention AN 2 268 Optional
Code
441 DUR Outcome Code A/N 2 273 Optional
443 Primary Payor Denial N 8 275 CCYYMMDD Conditional

Date

Required when Other Coverage Code equal 2,3,4.
The payment or denial date is entered in this field.

Other Information

» An optional data element means that the user should be prompted for the field but does not
have to enter a value.

» Duplicate claims will be rejected with an 83 error (claim has been paid)

» DUR information, if applicable, will appear in the message text of the response

» Compound Code — All compound prescriptions must be billed with dummy NDC numbers
from 00888-0330-00 through 00888-0330-99.

Page 2 of 3




> Dispense as Written — This field is only required whenever billing for brand name drugs
that have generic equivalents.

> PA/MC Code and Number — A ‘4’ is required if the patient is exempt from copayment due
to pregnancies, family planning prescriptions and emergencies. All under age 21 recipients
and Nursing Home recipient exemptions are automatically set by the system.
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NCPDP VERSION 5 PAYER SHEET — B1/B3 Transactions

**GENERAL INFORMATION**

Payer Name: Montana Medicaid

| Date: January 1, 2004

Plan Name/Group Name: Montana Medicaid / Montana Mental Health Services Program (MHSP)

Processor: ACS

Help Desk: 800-365-4944

Effective: 10/01/2003

Version/Release #: 5.1

Contact/Information Source: ACS Helpdesk

** OTHER TRANSACTIONS SUPPORTED **

Transaction Code | Transaction Name

B1

Billing

B3

ReBill

BILLING TRANSACTION:
Transaction Header Segment: Mandatory in all cases

Field # NCPDP Field Name/length Value M/R/RW Comment
191-A1 BIN Number 610084 M
102-A2 | Version/Release Number 51 M Version Supported
103-A3 | Transaction Code B1 = Billing M What type of
B2 = Reversals transaction is being
B3 = Rebill sent
104-A4 | Processor Control Number DRMTPROD = Production M This is the same for
DRMTACCP = Test MT Mental Health
199-A9 | Transaction Count 1= One Occurrence M 5.1 accepts up to 4
2 = Two Occurrences transactions per
2 : lgLieO(ggSlrJrZﬁgzgs transmissions, this is
where the pharmacy
indicates how many
are being submitted
2@2-B2 | Service Provider ID Qualifier @7=NCPDP Provider ID M NCPDP is the NABP
number
201-B1 Service Provider ID NCPDP Provider number M NCPDP is the NABP
number
421-D1 Date of Service CCYYMMDD M
113-AK | Software Vendor/Certification ID PODDDDDDDD M If no number is supplied,
populate with zeros
Patient Segment: Optional
Field NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a1 M Patient Segment
331-CX | Patient ID Qualifier Blank = Not Specified NA Not used by Montana
@1=Social Security Number
@2=Driver’s License Number
@3=U.S. Military ID
99=0Other
332-CY [ Patient ID NA Not used by Montana
304-C4 | Date of Birth CCYYMMDD NA Not used by Montana
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325-C5 | Patient Gender Code 2=Not specified NA Not used by Montana
1=Male
2=Female
319 —CA | Patient First Name NA Not used by Montana
311 — CB | Patient Last Name NA Not used by Montana
322-CM | Patient Street Address NA Not used by Montana
323-CN | Patient City Address NA Not used by Montana
324-CO | Patient State/Province Address NA Not used by Montana
325-CP | Patient Zip/POSTAL Zone NA Not used by Montana
326-CQ | Patient Phone Number NA Not used by Montana
3@7-C7 | Patient Location 1®=|:l0t specified NA Not used by Montana
=Rome
2=Inter-Care
3=Nursing Home
4=Long Term/Extended Care
5=Rest Home
6=Boarding Home
7=Skilled Care Facility
8=Sub-Acute care Facility
9=Acute Care Facility
10=Outpatient
11=Hospice
333-CZ | Employer ID Used with Commercial plans NA Not used by Montana.
334-1C | Smoker/Non-Smoker Code _ - NA Not used by Montana
Blank=Not Specified
1=Non-Smoker
2=Smoker
335-2C | Pregnancy Indicator Blank=Not Specified RW Required when submitting

1=Not pregnant
2=Pregnant

a claim for a pregnant
member
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Insurance Segment: Mandatory

Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a4 M Insurance Segment
3@2-C2 | Cardholder ID Use client’s 9-digit ID number M
312-CC | Cardholder First Name NA Not used by Montana
313-CD | Cardholder Last Name NA Not used by Montana
314-CE | Home Plan NS Not Supported
524-FO [ Plan ID NA Not used by Montana.
309-C9 | Eligibility Clarification Code ?;'ch’)tos\?:ﬁ;g:d NA Not used by Montana
2=Qverride
3=Full Time Student
4=Disabled Dependent
5=Dependent Parent
6=Significant Other
336-8C | Facility ID ID assigned to the patient's NS Not Supported
clinic/host party.
321-C1 Group ID For Medicaid use 15@934% R
For MHSP use 9064206420
306-C6 | Patient Relationship Code 1 = Cardholder NA Not used by M
2 = Spouse y Montana
3=Child
4=0ther
303-C3 | Person code RW Always ‘@1 when
entry is required by
your system
Used to identify family
member
Claim Segment: Mandatory
Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a7 M Claim Segment
455-EM | Prescription/Service Reference Number 1 = Rx Billing M
Qualifier
4@2-D2 | Prescription/Service Reference Number M Number assigned by
the pharmacy
436-E1 [ Product/Service ID Qualifier @3 = National Drug Code M
4@7-D7 | Product/Service ID NDC Number M
456-EN | Associated Prescription/Service RW Used when submitting
Reference # a claim for a
completion fill
457-EP | Associated Prescription/Service Date RwW Used when submitting
a claim for a
completion fill
458-SE | Procedure Modifier Count NA Not used by Montana
459-ER | Procedure Modifier Code Count NA Not used by Montana
442-E7 | Quantity Dispensed Metric Decimal Quantity R
4@3-D3 | Fill Number @= Original Dispensing R
1-99 = Number of refills
405-D5 | Days Supply R There is a maximum
of a 34 day supply
allowed for MT
providers
4@6-D6 | Compound Code @ = Not specified RW Required when submitting
1= Not a compound a claim for a multi-line
2 = Compound compound
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408-D8 | Dispense as Written (DAW) 1=Physician request RW .
5=brand used as generic MT providers can use
7=brand mandated by law valid values 1, 5and 7
for DAW overrides
414-DE | Date Prescription Written CCYYMMDD R
415-DF | Number of Refills Authorized @=Not Specified NA Not used by Montana
1-99=number of refill
419-DJ | Prescription Origin Code @=Not specified NA Not used by Montana
1=Written
2=Telephone
3=Electronic
4=Facsimile
423-DK | Submission Clarification Code @=Not specified, default RW Provider may submit
1=No override when submitting a claim
2=0ther override for a multi-line compound
3=Vacation Supply that includes a non-
4=Lost Prescription covered ingredient.
5=Therapy Change
6=Starter Dose Montana only uses Valid
7=Medically Necessary Value ‘8’
8=Process compound for
Approved Ingredients
9=Encounters
99=0Other
46@-ET | Quantity Prescribed NS Not Used, use 442-E7
3@8-C8 | Other Coverage Code ©@=Not Specified R
1=No other Coverage
Identified
2=0ther coverage exists-
payment collected
3=0ther coverage exists-this
claim not covered
4=0ther coverage exists-
payment not collected
5=Managed care plan denial
6=0ther coverage exists, not a
participating provider
7=0Other Coverage exists-not
in effect at time of service
8=Claim is a billing for a copay
429-DT | Unit Dose Indicator @=Not specified RwW @3 required when in
1=Not Unit Dose house unit dose
2=Manufacturer Unit Does
3=Pharmacy Unit Does
453-EJ | Orig Prescribed Product/Service ID Qual | @1=Universal Product NA
Code (UPC) Not used by Montana
@3=National Drug Code
(NDC)
445-EA | Originally Prescribed Product/Service NA Not used by Montana
Code
446-EB | Originally Prescribed Quantity NA Not used by Montana
330-CW | Alternate ID NS Not supported
454-EK | Scheduled prescription ID Number NS Not Supported
418-DI | Level of Service NA Not used by Montana
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461-EU | Prior Authorization Type Code _ - RW Code clarifying the ‘Prior
©@=Not Specified Authorization Number’
1=Pr|0r_ Authorl_zgtlo_n (462-EV).
2=Medical Certlflcathn ) Replaced PA/MC Field
3=EPSDT (Early Periodic
?rcégfmngg)[)'agnos's 4is usgd for co-pay
4=Exemption from Copay exemptions
5=Exemption from RX 8 can be use for up to
6=Family Plan. Indic. a 3 day emergency
7=AFDC (Aid to Families with supply
Dependent Children)
8=Payer Defined Exemption
462-EV | Prior Authorization Number Submitted NA Replaced PA/MC Field
463-EW | Intermediary Authorization Type ID NA Not used by Montana
464-EX | Intermediary Authorization ID NA No used by Montana
343-HD | Dispensing Status P = Partial Fill RW Required when
C = Completion Fill submitting a claim for a
partial fill
344-HF | Quantity Intended to be Dispensed RwW Required when
submitting a claim for a
partial fill
345-HG | Days Supply Intended to be Dispensed RW Required when
submitting a claim for a
partial fill
600-28 | Unit of Measure NS Not Supported
Pharmacy Provider Segment: Not used by Montana Medicaid or Mental Health Services Program
Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a2 M Pharmacy Provider
Segment
465-EY | Provider ID Qualifier Blank=Not specified NA Not used by Montana
@1=Drug Enforcement
Administration (DEA)
@2=State License
@3=Social Security Number
(SSN)
@4=Name
@5=National Provider Identifier
(NPI)
@6=Health Industry Number
(HIN)
@7=State Issued
99=0Other
444-E9 | Provider ID NA Not used by Montana
Prescriber Segment: Required for Montana Pharmacy Providers
Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a3 M Prescriber Segment
466-EZ | Prescriber ID Qualifier 12=Drug Enforcement R
Administration (DEA)
411-DB Prescriber ID DEA Number R Use DEA number, if
not known, call the
POS help desk.
467-1E Prescriber Location Code NS Not Supported
427-DR | Prescriber Last Name NA Not used by Montana
498-PM | Prescriber Phone Number NA Not used by Montana
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468-2E

Primary Care Provider ID Qualifier

Blank=Not Specified
@1=National Provider ID (NPI)
@2=Blue Cross

@3=Blue Shield
J4=Medicare
@5=Medicaid

@6=UPIN

@7=NCPDP Provider ID
@8=State License
@9=Champus

1@=Health Industry Number
(HIN)

11=Federal Tax ID

12=Drug Enforcement
Administration (DEA)
13=State Issued

14=Plan Specific

99=0Other

NA

Use ‘@5 for Medicaid
and MT Mental Health.

421-DL

Primary Care Provider ID

NA

Not used by Montana

469-H5

Primary care Provider Location Code

NS

Not Supported

470-4E

Primary Care Provider Last Name

NS

Not Supported

COB/Other Payments Segment:

Field #

NCPDP Field Name

Value

M/R/RW

Comment

111-AM

Segment Identification

@5

M

COB/Other
Payments Segment

337-4C

Coordination of Benefits/Other Payments
Count

Count of other payment
occurrences.

M

1,2,etc

338-5C

Other Payer Coverage Type

Blank=Not Specified
@1=Primary
@2=Secondary
@3=Tertiary
98=Coupon
99=Composite

M
(Repeating)

Code identifying the
type of ‘Other Payer ID’
(34@-7C).

339-6C

Other Payer Id Qualifier

Blank=Not Specified
@1=National Payer ID
@2=Health Industry Number
@3=Bank Information Number
(BIN)

J4=National Association of
Insurance Commissioners
(NAIC)

@9=Coupon

99-Other

NA

Not used by
Montana Medicaid

340-7C

Other Payer ID

NA

Not used by
Montana Medicaid

443-E8

Other Payer Date

CCYYMMDD

RW

341-HB

Other Payer Amount Paid Count

RW

342-HC

Other Payer Amount Paid Qualifier

Blank=Not specified
@1=Delivery
@2=Shipping
@3=Postage
@4=Administrative
@5=Incentive
@6=Cognitive Service
@7=Drug Benefit
@8=Sum of all Reimbursement
98=Coupon
99=0Other

RW
(Repeating)

431-DV

Other Payer Amount Paid

RW

471-5E

Other Payer Reject Count

NA

Not used by
Montana Medicaid
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472-6E

Other Payer Reject Code

NA

Not used by
Montana Medicaid

Workers’ Compensation Segment: Not used by Montana Medicaid or Mental Health Services Program

Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a6 NA Workers’
Compensation
Segment
434-DY | Date of Injury NA Not used by Montana
315-CF | Employer Name NA Not used by Montana
316-CG | Employer Street Address NA Not used by Montana
317-CH | Employer City Address NA Not used by Montana
318-Cl | Employer State/Province ID NA Not used by Montana
319-CJ | Employer Zip/Postal Zone NA Not used by Montana
320-CK | Employer Phone Number NA Not used by Montana
321-CL | Employer Contact Name NA Not used by Montana
327-CR | Carrier ID NA Not used by Montana
435-DZ | Claim/Reference ID NA Not used by Montana
DUR/PPS Segment: Optional
Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a8 M DUR/PPS Segment
473-7E | DUR/PPS Code counter M Required when
submitting this
segment
439-E4 | Reason for Service Code See Attached list of valid RW Required when a service
values need to be explained
440-E5 | Professional Service Code See Attached list of valid RW Required when there
values has been a professional
service
441-E6 | Result of Service Code See attached list of valid RW Required when there
values has been an outcome
because of services
rendered
478-8E | DUR/PPS Level of Effort @=Not Specified NA Not used by Montana
11=Level 1 (Lowest)
12=Level 2
13=Level 3
14=Level 4
15=Level 5 (Highest)
475-J9 | DUR Co-Agent ID Qualifier NA Not used by Montana
476-H6 | DUR Co-Agent ID NA Not used by Montana
Pricing Segment: Mandatory
Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification 11 M Pricing Segment
409-D9 | Ingredient Cost Submitted R Required by ACS
412-DC | Dispensing Fee Submitted NA Not used by Montana
477-BE | Professional Service Fee Submitted NA Not used by Montana
433-DX | Patient Paid Amount Submitted NA Not used by Montana
481-HA | Flat Sales Tax Amount Submitted NA Not used by Montana

Page: 7




482-GE | Percentage Sales Tax Amount NA
Submitteg Not used by Montana

484-JE | Percentage Sales Tax Basis Submitted Blank=Not specified NA Not used by Montana
@1=Gross Amount Due
@2=Ingredient Cost
@3=Ingredient Cost +
Dispensing Fee

426-DQ | Usual and Customary Charge R
430-DU | Gross Amount Due R
423-DN | Basis of Cost Determination Blank=Not specified NA Not used by Montana

JD@=Not specified

@1=AWP (Average Wholesale
Price)

@2=Local Wholesaler
@3=Direct

@4=EAC (Estimated
Acquisition Cost)
@5=Acquisition

@6=MAC (Maximum Allowable
Cost)

@7=Usual & customary
@9=0Other

Coupon Segment: Segment is not supported — Not used by Montana Medicaid or Mental Health Services

Program

Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification a9 NS Coupon Segment
485-KE | Coupon Type NS

486-ME | Coupon Number NS

487-NE | Coupon Value Amount NS

Compound Segment: Optional
Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification 19 M Compound Segment
45@-EF | Compound Dosage Form Description @1=Capsule M Dosage form of the

Code @2=0intment complete compound

@3=Cream mixture.

@4=Suppository

@5=Powder

@6=Emulsion

@7=Liquid

1@=Tablet

11=Solution
12=Suspension
13=Lotion
14=Shampoo
15=Elixir
16=Syrup
17=Lozenge
18=Enema
451-EG | Compound Dispensing Unit Form 1=Each M NCPDP standard product

Indicator 2=Grams billing codes

3=Milliliters
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452-EH | Compound Route of Administration 1=Buccal M Code for the route of
2=Dental administration of the
3=Inhalation complete compound
4=|njection mixture.
5=Intraperitoneal
6=lIrrigation
7=Mouth/Throat
8=Mucous Membrane
9=Nasal
10=0Ophthalmic
11=Oral
12=0Other/Miscellaneous
13=0tic
14=Perfusion
15=Rectal
16=Sublingual
17=Topical
18=Transdermal
19=Translingual
2@=Urethral
21=Vaginal
22=Enteral
447-EC | Compound Ingredient Component (Count) M Count of compound
(Repeating) | product IDs (both active
and inactive) in the
compound mixture
submitted.
488-RE | Compound Product ID Qualifier @3=National Drug Code (NDC) M
(Repeating)
489-TE | Compound Product ID M
(Repeating)
448-ED | Compound Ingredient Quantity M
(Repeating)
449-EE | Compound Ingredient Drug Cost NA
49@ -UE | Compound ingredient basis of Cost Blank=Not specified NA

Determination

J1=AWP

@2=Local Wholesaler
@3=Direct

J4=EAC
@5=Acquisition
J6=MAC

@7=Usual & customary
@9 =Other

Prior Authorization Segment: Not used by Montana Medicaid or Mental

Health Services Program

Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification 12 NA Prior Authorization
Segment
498-PA | Request Type 1=Initial NA Not used by Montana
2=Reauthorization
3=Deferred
498-PB | Request Period Date —Begin NA Not used by Montana
498-PC | Request Period Date- End NA Not used by Montana
498-PD | Basis of Request ME=Medical Exception NA Not used by Montana
PR=Plan Requirement
PL=Increase Plan Limitation
498-PE | Authorized Representative First Name NA Not used by Montana
498-PF | Authorized Representative Last Name NA Not used by Montana
498-PG | Authorized Representative Street NA Not used by Montana
Address
498-PH | Authorized Representative City Address NA Not used by Montana
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498-PJ | Authorized Representative NA Not used by Montana
State/Province Address

498-PK | Authorized Representative Zip/Postal NA Not used by Montana
Code

498-PY | Prior Authorization Number Assigned NA Not used by Montana

503-F3 | Authorization Number NA Not used by Montana

498-PP | Prior Authorization Supporting Free Text field NA Not used by Montana

Documentation

Clinical Segment: Not Used by Montana Medicaid or Mental Health Services Program

Field # NCPDP Field Name Value M/R/RW Comment
111-AM | Segment Identification 13 NA Clinical Segment
491-VE | Diagnosis Code Count NA Not used by

Montana
492-WE | Diagnosis Code NA Not used by Montana
424-DO | Diagnosis Code NA Not used by Montana
493-XE Clinical Information Counter NA Not used by Montana
494-ZE Measurement Date NA Not used by Montana
495-H1 Measurement Time NA Not used by Montana
496-H2 Measurement Dimension NA Not used by Montana
497-H3 Measurement Unit NA Not used by Montana
499-H4 Measurement Value NA Not used by Montana
Additional Claim Information
DUR Codes

Reason for Service Codes (DUR Conflict Codes)

AD=Additional Drug Needed
AN=Prescription Authentication
AR=Adverse Drug Reaction
AT=Additive Toxicity
CD=Chronic Disease Management
CH=Call Help Desk

CS=Patient Complaint/Symptom
DA=Drug-Allergy
DC=Drug-Disease (Inferred)
DD=Drug-Drug Interaction
DF=Drug-Food interaction
DI=Drug Incompatibility
DL=Drug-Lab Conflict
DM=Apparent Drug Misuse
DS=Tobacco Use

ED=Patient Education/Instruction
ER=Overuse

EX=Excessive Quantity
HD=High Dose

IC=latrogenic Condition
ID=Ingredient Duplication
LD=Low Dose

LK=Lock In Recipient
LR=Underuse
MC=Drug-Disease (Reported)
MN-=Insufficeint Duration
MS=Missing Information/Clarification
MX=Excessive Duration
NA=Drug Not Available
NC=Non-covered Drug Purchase
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ND=New Disease/Diagnosis
NF=Non-Formulary Drug
NN=Unnecessary Drug

NP=New Patient Processing
NR=Lactation/Nursing Interaction
NS=Insufficient Quantity
OH=Alcohol Conflict
PA=Drug-Age

PC=Patient Question/Concern
PG=Drug-Pregnancy
PH=Preventive Health Care
PN=Prescriber Consultation
PP=Plan Protocol

PR=Prior Adverse Reaction
PS=Product Selection Opportunity
RE=Suspected Environmental Risk
RF=Health Provider Referral
SC=Suboptimal Compliance
SD=Suboptimal Drug/Indication
SE=Side Effect

SF=Suboptimal Dosage Form SR=Suboptimal Regimen
SX=Drug-Gender
TD=Therapeutic Duplication
TN=Laboratory Test Needed
TP=Payer/Processor Question

Professional Service Codes (Intervention Codes)

MO = MD Interface RO = Pharmacist Reviewed
PO = Patient Interaction

Result of Service Codes (DUR Outcome Codes)

JJ=Not Specified

1A=Filled As Is, False Positive
1B=Filled Prescription As Is
1C=Filled, With Different Dose
1D=Filled, With Different Directions
1E=Filled, With Different Drug
1F=Filled, With Different Quantity
1G=Filled, With Prescriber Approval
1H=Brand-to-Generic Change
1J=Rx-to-OTC Change

1K=Filled with Different Dosage Form
2A=Prescription Not Filled

2B=Not Filled, Directions Clarified
3A=Recommendation Accepted
3B=Recommendation Not Accepted
3C=Discontinued Drug
3D=Regimen Changed
3E=Therapy Changed

3F=Therapy Changed-cost increased acknowledged
3G=Drug Therapy Unchanged
3H=Follow-Up/Report

3J=Patient Referral
3K=Instructions Understood
3M=Compliance Aid Provided
3N=Medication Administered
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